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Problem: COVID-19 has generated issues and concerns in the healthcare field for staff and 
clinical settings worldwide, especially for this ambulatory surgery unit post-anesthesia care unit 
(ASU PACU). Although there was no measurable quality gap, there was a concern for a 
decrease in patient safety, employee satisfaction, and burnout because the staff were required to 
become critical care nurses to provide care for the critically ill COVID-19 patients.   
Context: The ASU PACU was a critical part of the surge plan if the hospital could no longer 
house the influx of COVID-19 patients. The unit was shut down entirely two times in six 
months. Staff were displaced throughout the hospital for training. A project team was created to 
measure and improve staff safety, satisfaction, and address burnout.  
Interventions: A Healthcare Team Vitality Instrument was utilized to gather baseline and 
monthly reassessment of interventions. Monthly wellness rounding was being used by the 
management team to attempt to regain trust, remain transparent, and promote psychological 
safety and welfare. Biweekly team huddles were conducted to have group check-ins.  
Measures: The first outcome measure was defined as improving question four of the HTVI tool 
"my ideas really seem to count on this unit” from 4.13 to 4.34 by September 2020. The second 
outcome measure was defined as improving question eight of the HTVI tool "if I have an idea 
how to make things better on this unit, the manager and other staff are willing to try it” from 
4.17 to 4.37 by September 2020.   
Results: The final result of measures four and eight were 4.04 and 3.54, likely due to the 
project's lack of consistency.    
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Conclusions: While the final results did not meet the goal, the project was still a success. It has 
helped build trust with the management team and the overall team and department by focusing 
on transparency and psychological wellness. 
Keywords: COVID-19, Team Vitality, psychological safety, patient safety, joy at work.   
iv 
 
Table of Contents 
Abstract ......................................................................................... Error! Bookmark not defined. 
Introduction ..................................................................................................................................... 6 
Problem Description ................................................................................................................... 8 
Available Knowledge ..................................................................................................................... 8 
Synthesis of Existing Literature ............................................... Error! Bookmark not defined. 
Rationale ................................................................................................................................... 12 
Specific Project Aim ..................................................................... Error! Bookmark not defined. 
Methods ........................................................................................ Error! Bookmark not defined. 
Context ...................................................................................................................................... 13 
Purpose .................................................................................................................................. 13 
Patients .................................................................................................................................. 13 
Professionals ......................................................................................................................... 14 
SWOT Analysis ........................................................................................................................ 15 
Strengths ............................................................................................................................... 15 
Weaknesses ........................................................................................................................... 15 
Opportunities ........................................................................................................................ 15 
Threats .................................................................................................................................. 15 
Budget ................................................................................................................................... 15 
Intervention ............................................................................................................................... 16 
Study of the Intervention .......................................................................................................... 18 
Measures ................................................................................................................................... 18 
Ethical Considerations .............................................................................................................. 20 
Results ........................................................................................................................................... 21 
v 
 
Discussion ..................................................................................................................................... 23 
Summary ....................................................................................... Error! Bookmark not defined. 
Conclusions ................................................................................... Error! Bookmark not defined. 
References  .................................................................................................................................... 26 
Appendix A: Evaluation Table ..................................................................................................... 48 
Appendix B: IHI framework for joy at work ............................................................................... 39 
Appendix C: SWOT Analysis ...................................................................................................... 35 
Appendix D: Cost-Benefit Analysis ............................................................................................. 36 
Appendix E:Timeline/ Gantt Chart .............................................................................................. 37 
Appendix F: Healthcare Team Vitality Instrument ...................................................................... 38 
Appendix G: IRB Exemption for Non-Research Statement of Determination Form .................. 39 
Appendix H: Data Display Methods ............................................................................................ 42 
Appendix I: Bar Graph ................................................................................................................. 47 





Section II:  
Introduction  
According to Perlo et al. (2017), there is an increase in patient safety and efficiency 
when staff are satisfied with their jobs. Increasing staff morale and team vitality is also critical 
in reducing staff turnover. They also noted that the impact of turnover varies depending on 
salary, training, and education but can cost upwards of $60,000 when recruiting and salary are 
considered in the calculation. This project addresses the impact of a global pandemic on 
teamwork and vitality within an ambulatory surgical unit (ASU) post-operative care unit 
(PACU). The ASU PACU represents one hospital unit of an integrated managed care delivery 
system in Northern California. The primary investigator (PI) serves as assistant nurse manager 
(ANM) of the ASU PACU. 
Team Strategies and Tools to Performance and Enhance Patient Safety (TeamSTEPPS) 
is one of the most popular and evidence-based system interventions to optimize teamwork; the 
Agency for Healthcare Research and Quality developed this program ([AHRQ] 
https://www.ahrq.gov/teamstepps/about-teamstepps/index.html). The entire peri-operative team 
of the ASU PACU was trained in TeamSTEPPS in November 2019. The training included every 
member of the team: surgeons, anesthesiologists, certified registered nurse anesthetists 
(CRNA), registered nurses (RN), unit assistants (UA), nursing assistants (NA), and 
environmental services (EVS). The goal of TeamSTEPPS was to increase patient safety and 
team communication in peri-operative services. The COVID-19 crisis began in February 2020 
and impacted the ASU PACU on March 13, 2020. Elective cases were canceled starting March 
15, 2020, but the ASU PACU closed entirely on March 25 in preparation for the change to a 
COVID-19 intensive care unit (ICU). 
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COVID-19 has generated issues and concerns in the healthcare field for staff and clinical 
settings worldwide. For this ASU PACU, it has had a significant impact over several months. 
After the ASU PACU closed the first time, the ASU PACU staff were educated to provide ICU 
care to COVID-19 patients. The education consisted of online modules and in-person skills 
training following a needs assessment by each staff member. Upon completing the education, 
the ASU PACU staff were oriented to the main PACU, which services the main operating 
rooms. This fractured the morale in the department. The ASU PACU staff had increased 
stressors during the pandemic, including lack of personal protective equipment (PPE), 
continually changing information regarding the disease and its effects, and uncertainty 
regarding the department's future as the pandemic continues.  
On May 6, 2020, the ASU was re-opened for elective surgeries. However, the unit was 
still part of the COVID-19 surge planning. On June 26, 2020, the ASU prepared to shut down as 
a surgical department. Cases were no longer added to the schedule. The cases that were deemed 
urgent or emergent were consolidated to preserve PPE.  
On July 19, 2020, the ASU was closed for the second time to assist with staffing the 
main hospital due to a surge of COVID-19 patients at the facility. The hospital staffing could no 
longer maintain patient ratios and could not obtain temporary staff, also known as travelers. The 
ASU staff were expected to cross-train and provide care through a team approach in the 
medical-surgical unit, telemetry unit, and ICU. This was another change the ASU PACU team 
endured. The goal was to allow the staff to become critical care nurses in a short time to 
maintain patient ratios and safety. 
According to Restauri and Sheridan (2020), trauma is defined as “a stressful occurrence 
that is outside the range of the usual human experience and that would be markedly distressing 
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to almost anyone” (p. 921-922). COVID-19 created a stressful and traumatic environment for 
the ASU PACU. From a management perspective, there was a concern for increased staff 
burnout and an increase in nurse turnover. Based on this anticipated possibility, it was 
imperative that the management team was supportive and addressed the stress associated with 
the likelihood of changes in both morale and retention. Burnout and breakdown of the team 
dynamics have been shown to increase the potential for medical errors and patient safety in 
previous research (Restauri & Sheridan, 2020).  
Problem Description  
The ambulatory surgery unit (ASU) opened in July 2010. There are six operating rooms, 
a procedure room, and 24 bays in the Post-Anesthesia Care Unit (PACU). In 2019, 8,162 
surgeries were performed in the ASU. Due to the COVID-19 pandemic, the number of surgeries 
was reduced dramatically. As of September 9, 2020, 2,724 surgeries had been completed. From 
March 25, 2020 to May 6, 2020, the unit's initial closure was to prepare for the ASU to be a 
COVID-19 ICU and preserve PPE. The closure from July to August was to train staff.  
While patient safety was the original and final focus, the COVID-19 pandemic paused 
the direction from TeamSTEPPS to the team and staff's psychological wellness and safety. The 
staff were required to train in other departments to provide care for critically ill COVID-19 
patients. There was no identified quality gap that the management team was attempting to fix, 
but the staff were very vocal regarding their fears and dissatisfaction with what was required of 
them. A project team was created to build and address those concerns and needs.  
Available Knowledge 
A PICOT question helps obtain evidence-based literature searches to define the scope of 
a problem, best practices, and interventions for improvement, and consists of five elements. The 
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P stands for the population or patient problem. The second element is I, which determines the 
interventions that will be examined. The C stands for the comparison or alternative to the 
intervention. The fourth element, O, indicates the outcome that is desired. The T, which is not 
always stated, stands for the time frame (King et al., 2019). In this study, the PICOT question 
was, “Will increasing communication effectiveness and improving joy in work (I) within the 
ASU PACU microsystem (P) compared to standard practice in the unit C) improve team vitality 
and reduce burnout (O) over six months during the COVID 19 pandemic? (T)” 
An electronic search was conducted in June 2020 in the databases of Cumulative Index 
to Nursing and Allied Health Literature Complete (CINAHL complete) and PubMed. The 
following keyword combinations were used in the search: burnout, teamwork, resilience, 
patient safety, COVID 19, pandemic, and stress. Limitations were set to include English 
language only, research, systematic reviews, clinical practice guidelines, critically appraised 
research articles, journal articles, full text, and publication dates no earlier than 2015. Inclusion 
criteria included articles that reviewed burnout and the impact on teamwork, focusing on patient 
safety and resilience. The search rendered 129 articles in total. Eight met search criteria, and 
five were selected for review and categorized using the John Hopkins Nursing Evidenced Based 
Practice (JHNBP) tool (John Hopkins Nursing Evidence-Based Practice, n.d.). 
The JHNBP is a tool that is utilized when evaluating evidenced based practice articles 
and research. The evidence levels are rated from a level I (highest level) to a level V (lowest 
level). There is also a quality rating that is from A (highest quality) to C (lowest quality) (John 
Hopkins Nursing Evidence-Based Practice, n.d.).  
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Synthesis of Existing Literature 
According to Andela and Truchot (2017), there is an increased likelihood of burnout in 
individuals who experience emotional dissonance (p < .01). The definition of emotional 
dissonance is an inability to express real emotions or responses in situations where an individual 
must remain professional for the employer or organization. A survey was conducted to measure 
burnout, emotional dissonance, re-evaluation, and team reflexivity. The study found that if team 
reflexivity is low, it can lead to emotional exhaustion and cynicism (p < 0.1). Team reflexivity 
is defined as teams that cannot deal with stressful situations or conflict rapidly; they are more 
prone to foster ineffective teamwork and morale, which leads to burnout. Another finding 
addressed team cohesiveness. While team cohesiveness is important, the authors discovered that 
individual self-reflection and re-evaluation helped reduce the risk of burnout compared to those 
who do not self-reflect or re-evaluate (p < .05). This study's strengths were that it examined the 
personal and social factors related to burnout and the team's effectiveness. The researchers also 
examined the role that teamwork and collaboration contribute to reducing burnout. The study 
was limited in that it was a cross-sectional study and not a longitudinal study. Only healthcare 
workers were surveyed (Andela & Truchot, 2017).  
Another study was conducted by Wu et al. (2016) to evaluate burnout and compassion 
fatigue in oncology nurses in the United States and Canada. A survey was emailed to registered 
nurses (RNs) and advanced practice registered nurses (APRNs) who were either members of the 
Canadian Association of Nursing in Oncology (CANO) or Oncology Nursing Society (ONS). 
The study found that younger nurses (under 40 years old) were less likely to experience burnout 
but were more likely to be at greater risk of encountering compassion fatigue and secondary 
traumatic stress (p = 0.017). Older nurses (41years of age or older) were less likely to 
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experience compassion fatigue and secondary traumatic stress (p = 0.047). Overall, the team 
dynamics of the oncology nurses' team indicated that cohesive teams aid in the ability to 
overcome potential trauma and reduce the risk of burnout. Thus, if a team lacks cohesiveness, 
the RNs and APRNs are more likely to encounter burnout, compassion fatigue, and reduced 
compassion satisfaction. The limitations of the study included a lack of responses from 
Canadian nurses. The small number of respondents was not an accurate depiction of Canadian 
nurses. Most of the respondents were female, with minimal male response, limiting the results 
(Wu et al., 2016). One of the strengths of the study indicated that supportive work environments 
are critical for teamwork. Also, there is a higher nurse and patient satisfaction when one can 
spend more extended periods with patients (Wu et al., 2016).  
Sonoda et al. (2017) conducted a study to evaluate the effects of teamwork and mental 
stress during surgery in circulating and scrub nurses. Scrub and circulating nurses were given the 
questionnaire right after the surgery concluded to evaluate both nurses' opinions during the case. 
Results indicated an increased sense of stress related to poor perceptions of teamwork with the 
circulating nurses compared to the scrub nurse. Scrub nurses (91%), when compared to 
circulating nurses (74%), felt there was greater teamwork. The circulating nurse tends to be in 
and out of the room to gather supplies and complete tasks. In contrast, the scrub nurse interacts 
with the surgeon, anesthetist, and the circulating nurse but remains in the room during the entire 
case (p = 0.186 for scrub nurses; p = 0.922 for circulating nurses). There was more significant 
mental stress experienced by the circulating nurses than the scrub nurses (p < 001). In summary, 
teamwork affects both nurse categories' stress levels in the operating room (Sonoda et al., 2017). 
According to the authors, the study's limitations were that the questionnaire used to study the 
stress levels and teamwork was not reliable. There was also a small sample size, and the data 
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were only collected from a single hospital. It did not evaluate the differences in stress and 
teamwork performance during emergent surgeries since only routine scheduled cases. See 
Appendix A for evaluation table.  
Rationale 
The conceptual framework used to guide this project was the Institute for Healthcare 
Improvement (IHI) framework for improving joy in work (see Appendix B) (Perlo et al., 2017). 
The joy in work framework exists to focus on the positive, coherence, and taking pride in one’s 
work. There is no one single measurement that will determine whether you are successful at 
implementing the framework, but measures can be assessed to determine success. Some of 
those measures include staff engagement, satisfaction, patient experience, and turnover rates 
(Perlo et al., 2017, p.7). There are four steps to follow for a successful implementation.  
First, ask the staff the question of “what matters to you?” It is critical to start at this step 
to ensure success. Second, leadership should attempt to identify barriers in process or issues that 
get in the way of meeting the needs at a local level. The third step is used to work as a 
multidisciplinary team to mitigate concerns and work collaboratively towards the same common 
goal by creating a shared sense of responsibility. The final step is to use performance 
improvement science to commit to a sense of change (Perlo et al., 2017). 
The conversation and action guide to support staff wellbeing and joy in work during and 
after the COVID-19 pandemic also served as a building block for the project (Balik et al. 
(2020). The guide assisted the management team in the direct report wellness rounding by 
providing a broad set of questions to promote staff physical and psychological safety, remaining 
autonomous, and continuing to do the work they do meaning and purpose. One of the tools 
recommended was to have frequent check-ins with the staff to allow everyone to have an 
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opportunity to voice concerns and focus on the team and to have one-on-one conversations to 
encourage speaking up and address concerns.  
Specific Project Aim 
The aim of this project was to see an increase to 4.34 from 4.13 on question four of the 
HTVI, “my ideas really seem to count on this unit” and an increase to 4.37 from 4.17 on 
question eight, “if I have an idea how to make things better on this unit, the manager and other 
staff are willing to try it” by September 2020 (Upenieks et al., 2010). 
Section III: Methods 
Context 
 A microsystem assessment was completed using the Dartmouth Microsystem 
Assessment Tool. According to experts in systems theory and application, a microsystem 
assessment offers a multidimensional view of a frontline unit of care delivery, in this case, a 
hospital unit (King et al., 2019). The microsystem assessment applied for this unit utilized the 
five P’s: Purpose, Patients, Professionals, Processes, and Patterns. The ASU has six operating 
rooms and 24 bays that are used for preoperative and postoperative care.  
Purpose 
 The ASU’s mission statement is to provide affordable, high-quality surgical services to 
the organization’s managed care membership and the community. The ASU provides safe and 
efficient surgical services to members who potentially do not require admission to the hospital 
and will likely go home the same day.  
Patients 
 The ASU performs surgeries on patients from 1 to over 80 years of age. Approximately 
7.5% of patients are greater than age 1 to 10; 4.5% ages 11 to 18; 27% ages 19 to 45; 22% ages 
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46 to 64; 42% ages 65 to 69 years of age; and 9% of patients are older than age 80. Fifty-three 
percent of patients are females. The top five specialties are ophthalmology, head and neck, 
urology, gynecology, and robotic surgeries. The top five surgeries performed in the ASU 
include cataract surgery, tonsillectomy, prostatectomy, hysterectomy, and robotic myomectomy. 
In addition, a procedure room is used to perform electroconvulsive therapy (ECT). One hundred 
percent of patients who are admitted to the ASU come from their home. The ASU’s patient 
satisfaction is rated 93.6 out of 100 as reflected in the most recent data that were obtained from 
an internal document.  
Professionals 
 The staffing ratios in the operating room are designated as one registered nurse (RN) to 
one patient. The RN ratio in the pre-operative area is 1:4 RNs. Postoperatively, the ratio is 1:2 
RNs. The surgical tech (ST) ratio is 1:1. There is at least one surgeon per room, but at times 
another surgeon is engaged to assist the attending surgeon. In the robotics operating room, there 
is not an ST, but two RNs. The PACU has RNs working from 0600 to 2030 Monday through 
Friday. The unit is closed on weekends and holidays. The operating room staff starts at 0730 
and does not finish until 1830.  
The department manager is 1.0 FTE (full-time equivalent) and oversees both the 
operating rooms and PACU. There are two full-time assistant nurse managers (ANMs). The 
other staff considered crucial to support the operations of the ASU include anesthesiologists, 
Certified Registered Nurse Anesthetists (CRNAs), unit assistants (UAs), nursing assistants 
(NAs), admitting clerks, sterile processing staff, and volunteers. There is not an educator for the 




A Strengths, Weaknesses, Opportunities, and Threats (SWOT) analysis is often used in 
marketing and business development (Nelson et al., 2007). However, a SWOT analysis can be 
conducted in the context of a practice change project. In this project, a SWOT analysis was 
conducted to assess overall team perceptions and opportunities for improvement (see Appendix 
C).  
Strengths 
The ASU PACU team has longstanding staff satisfaction for the last three years. The 
team is also willing to learn new skills and are eager to cross-train in the intensive care unit to 
provide additional staffing to the ICU when it is in high demand due to COVID-19 potential 
surges.  
Weaknesses 
The weaknesses to the project were potential patient safety errors; nurses’ ambivalence, 
reluctance, or willingness to actively participate in the training; insufficient education regarding 
expectations, duration of the pandemic, and the continued issues with sufficient personal 
protective equipment (PPE) (Livingston et al., 2020). 
Opportunities 
Increasing communication and team vitality are critical to rebuilding trust, confidence, 
and team dynamics. COVID-19 diagnoses have shown the need for intubation for the sickest 
patients with 6% of the reported cases requiring care from an ICU (Centers for Disease Control 
and Prevention [CDC], 2020). A significant opportunity for the project was to add capacity for 
patients' staffing requiring an ICU level of care. The education would reduce patient harm, 
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reduce the lack of trust associated with insufficient PPE, reduce overtime, reduce sick calls, and 
reduce medical errors. 
Threats 
Threats to the project included potential pushback from the unions that represent nurses 
and nursing assistants. Additional threats to the project included nurses feeling insecure 
regarding PPE, sick calls, or absenteeism, and insufficient or low retention rate of education 
with poor patient outcomes due to poor teamwork, mistrust, and lack of staff.  
Budget 
The ASU PACU has the majority of what it needs to accomplish this goal, such as 
employees (training costs included), computers, office supplies, and the building. The 
commitment was at a minimum of eight months. Additional expenses were accrued to celebrate 
accomplishments. The total budget needed to be successful was $3,000. See appendix D for cost 
benefit analysis.  
Intervention 
The primary interventions for this project included initiating a validated tool to measure 
baseline and relative levels of team vitality as defined by Upenieks et al. (2010) and 
management strategies to monitor team morale and engagement, such as leadership rounds. 
These were introduced during the COVID-19 crisis because, previously, the team was a 
cohesive, well-functioning unit. However, during the pandemic, team members began to lose 
the opportunity to work together consistently and communicate as frequently with one another 
and the management team. Additionally, the communication surrounding COVID-19 was 
rapidly changing, at times daily. 
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Data were collected using the Healthcare Team Vitality Instrument (HTVI) tool, 
leadership log (management intervention), and wellness log (management intervention). 
Quantitative data included HTVI scores, staff turnover rates, and biweekly huddle attendance. 
Qualitative data included the leadership log, wellness log, and anecdotes from the wellness 
huddles. Outcomes were measured by comparing baseline and comparative HTVI results.  
 The HTVI tool was administered monthly by two staff champions to allow staff to be 
honest and remain anonymous. It was administered at the beginning of each month. Once all of 
the surveys were collected, they were given to the management team to compile and review 
results.  
 The biweekly temperature check huddles consisted of five to ten minutes of huddling 
with staff at the beginning of the week. Two huddles were completed throughout the day 
because of staggered start times in the ASU, which ensured the information dissemination. 
During the temperature check huddles, the most recent HTVI assessment results were discussed, 
and then a general question would be asked. The questions came from the conversation and 
action guide to support staff wellbeing and joy in work during and after the COVID-19 
pandemic (Balik et al., 2020). During the temperature check huddles, potential small change 
tests were discussed on how to improve communication and cohesiveness. When the ASU 
PACU shut down the second time (July/August), the biweekly temperature checks could not be 
done as all staff members were dispersed throughout the hospital. The project had to change 
slightly during the second closure as the group was no longer together in the same department 
but distributed throughout the hospital. The ANM would round daily, throughout the hospital, 




 Direct report wellness rounding was conducted every month (at minimum), and at times 
more often than monthly, depending on the volatile state of the staff’s emotions due to the 
changes occurring in their workplace and the nation. During these sessions, more personalized 
questions were asked. The questions varied and were taken out of the conversation and action 
guide during and after the COVID-19 pandemic in addition to the IHI framework for joy at 
work. Expectations were set at the beginning of the session to remain timely and constructive. 
The management team kept a log of the qualitative data in a leadership log. During the second 
closure (July/August), when the staff were distributed throughout the hospital, this rounding 
became more challenging to complete. Still, it was prioritized to ensure the ASU PACU staff 
were rounded with and information was disseminated. See Appendix E for Gantt chart.    
Study of the Intervention 
The HTVI tool created by Upenieks et al. (2007) is a validated tool, and the primary 
method used to determine whether or not the outcome measure was met. See Appendix F for an 
example of the tool. Baseline data were collected, and monthly reassessment data were obtained 
to assess the effectiveness of interventions.  
Direct report wellness rounding feedback was also utilized to determine the 
effectiveness of interventions. This also allowed the team members who did not want to speak 
up in the larger group an opportunity to have their needs heard. 
Plan, Do, Study, Act (PDSA) cycles exist to determine whether an idea for change 
should be adopted. Once the baseline HTVI data were obtained, three smaller group huddles 
were conducted to review the results and determine what the staff wanted to prioritize. The tests 
of change were based on staff input and to achieve the primary outcomes. The first PDSA cycle 
consisted of creating two communication binders that were maintained by the management 
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team. One of the binders was exclusively about COVID-19, while the other was general 
communication in the department. Also, weekly written huddles were initiated to ensure timely 
communication.  
The second intervention was initiating a whiteboard outside of the operating rooms 
(OR). The whiteboard was used to communicate with the OR staff about when a patient entered 
the PACU. This intervention was only attempted for two weeks before the unit closed for the 
second time. It is unknown whether or not it was effective.  
The ASU PACU could not have any other PDSA cycles during the project due to the 
second closure. Once the department opened back up for the second time, the focus was getting 
back into the swing of the ASU PACU's regular duties. The mindset had to change to focus on 
surgeries and provide patient care to healthy patients at the facility for elective surgeries.  
Measures 
The primary outcome measure for the project were the responses on HTVI tool 
questions four and eight. An increase to 4.34 from 4.13 on question four of the HTVI, “my 
ideas really seem to count on this unit” and a rise to 4.37 from 4.17 on item eight, “if I have an 
idea how to make things better on this unit, the manager and other staff are willing to try it” was 
the focus of the project. 
Process measures for the project were based on the monthly direct report wellness 
rounding with a target of 100% for all ASU PACU employees who were not on medical leave. 
Also, the response rate of the HTVI tool was tracked with a target of greater than 80% of the 
staff. Attendance of the biweekly group temperature checks was set at a goal of greater than 
80% of those individuals working on the day it was held to be present.  
20 
 
Balancing measures focused on the number of sick calls related to COVID every month 
with a goal of less than one per month. Additionally, staff turnover was tracked with a target of 
zero.  
Ethical Considerations 
As nursing professionals, bioethical principles must be followed at all times. For this 
study's duration, the following principles were followed: non-maleficence and beneficence 
(American Nurses Association [ANA], 2015). Non-maleficence requires nurses to maintain safe 
and quality care for patients. This means that nurses must remain competent in the care that they 
deliver and speak up if they do not feel skilled in caring for a specific type of patient (ANA, 
2015). During the COVID-19 pandemic, the ASU PACU nurses were asked to provide care for 
patients who they did not feel competent in providing care. This was addressed by increasing 
education and job shadowing.  
Beneficence necessitates the importance of having compassion for those affected by 
COVID-19 and following through with the desire to do good. The initial response for providing 
care to those patients affected by the pandemic was fear. The fear was associated with the 
unknown, but there was also a fear of unintentionally hurting patients. Acknowledgment of 
feelings and emotions was and continues to focus on ensuring comfort and making sure patients 
receive the safest quality care (ANA, 2015). 
This project was approved as a quality improvement project by faculty and the hospital 
leadership using quality improvement review guidelines and therefore, did not require IRB 
approval. No conflicts of interest were identified in the process of improving the assessment and 
documentation completeness (see Appendix G).   
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Section IV: Results 
Outcome Measure Results 
From June 2020 to September 2020, the HTVI tool was assessed every month. The 
baseline data (May) for measure four, “my ideas really seem to count on this unit,” was 4.13 out 
of 5, which indicated that overall, the team felt their ideas counted, but there was room for 
improvement. The baseline data for measure eight, “if I have an idea how to make things better 
on this unit, the manager and other staff are willing to try it,” was 4.17 out of 5, which indicated 
that, overall, the team felt as though their ideas mattered and the team is willing to try the ideas 
presented to them by other members.  
In June, measures four and eight had median results of 4 and 4.07, respectively, which 
was lower than the baseline result, indicating additional strife. During this time, the staff were 
aware of the potential for another shutdown of the department. This affected the morale and 
created another fracture in the department. With the prospect of another shut down looming, the 
same feelings and emotions that the staff experienced in the first shut down returned. However, 
this second shut down was not due to a lack of PPE. Instead, staff were asked to disperse 
throughout the hospital to increase their skills to become critical care nurses. The second 
shutdown affected the project overall. There was a lack of motivation to continue working on 
teamwork and vitality, considering the staff did not know what was happening in their 
department, and the rumor mill had them in a panic. Also, the staff were asked to work 
throughout the hospital, therefore disassembling the team.  
In July, measures four and eight had median results of 4.12 and 4.24, respectively. 
During this time, the ANM rounded with staff daily and advocated for the team by dealing with 
issues and concerns in real-time. The monthly direct report wellness rounding continued, but 
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daily and biweekly temperature check huddles no longer occurred because the team was no 
longer in one department. Still, the option to float was not mandated. 
In August, measures four and eight had median results of 3.6 and 4, respectively. At the 
beginning of August, working in the ICU was mandated, and they were expected to become 
critical care nurses. There were large gaps in communication from leadership in what the 
expectations were. The ICU staff and leadership believed the ASU PACU staff should be able 
to become ready to take care of a critically ill patient after one day of shadowing an ICU nurse. 
As expected, this went over poorly and created different fears and anxiety. The monthly direct 
report rounding continued, along with the ANM rounding daily. The ASU PACU staff spoke 
up, stating that they did not feel comfortable providing 100% care to the patients they were 
asked to assume care for as they thought it was out of their skill set. Therefore, the results 
indicate their dissatisfaction at the time. The HTVI assessment response in August was less than 
the goal of 80%, but this is likely due to the staff being dispersed throughout the hospital. The 
ASU was reopened on August 24, 2020. 
In September, the ASU PACU was once again open. The final median results of the 
HTVI measures four and eight were 4.04 and 3.54. After everything the staff experienced in a 
short period of time, the biweekly temperature huddles focused on refocusing on being a team 
and providing care to elective surgical patients, which was much different from their previous 
assignments. See Appendix H for a full breakdown of the results and see Appendix I for 
specific outcomes related to question four and eight on the HTVI assessment.   
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Section IV: Discussion 
Summary 
Key findings surrounding this project focused on the importance of psychological well-
being. COVID-19 hit the entire world in unexpected, rapidly changing ways, but the healthcare 
profession, in particular, has been fractured. Inconsistencies, continually changing information 
about the disease itself, transmission and isolation required, fear, and lack of support were all 
rational findings. From a data perspective, the project did not meet the goal. The overall project 
did not continue long enough to determine whether the results would be as desired. The team 
expressed a renewed sense of focus and desire to come back together. The fears expressed 
openly during the huddles have appeared to create a potential divide between those who 
volunteered to work with COVID-19 patients compared to those who tried to evade working 
with them. This has created an additional concern for team dynamics. This project will continue 
over the next year, continuing both the wellness direct report rounding, biweekly huddles, and 
refocusing on TeamSTEPPS to repair the fractures that have been created by the COVID-19 
pandemic. 
The response rate of the HTVI assessment for the beginning of July was less than the 
goal of 80%, but this is likely due to the staff being dispersed throughout the hospital. The 
COVID-19 numbers at the hospital were the highest in the Sacramento area, which posed a new 
concern with management. Surgical cases began to be reduced for the second time on July 3, 
2020, and the unit closed entirely on July 20, 2020. The staff were initially asked to volunteer to 
work in the ICU to increase their knowledge base and skillset in the event they needed to 
independently care for COVID-19 patients. There were not enough initial volunteers, so as a 
result, working in the ICU became mandatory. The majority of the ASU PACU nurses had an 
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emergency department background, rather than training in the intensive care unit; therefore, this 
was not met with the most positive attitude.  
The response rate of the HTVI assessment for the beginning of August was less than the 
goal of 80%, but this is also due to wide disbursement. Biweekly huddles were not able to 
transpire with the staff in different departments, but the wellness rounding continued throughout 
the entire project. The staff being mandated to work in other departments, including the ICU, 
was poor for overall morale. While the ASU PACU nurses were in the other departments, they 
were taking care of COVID-19 patients, which brought up additional concern and worry for not 
only the staff but their families as well. The team was brought back to the ASU PACU at the 
end of August; therefore, the focus was getting the department up and running again. The final 
HTVI survey that was conducted in September had lower results.  
Both rounding and increasing communication were met positively. When the ASU 
PACU was closed, the ANM would round with the staff daily in the units they were working in 
to ensure they had the support and tools needed to be successful. The team consistently 
expressed their thanks to management for supporting them throughout these difficult times.    
Limitations included a lack of consistency throughout the project. With changes 
occurring daily, it was challenging to ensure communication was abundant and transparent. 
When the project was created, it was assumed that the only potential options were for the unit to 
become a COVID-19 ICU where the staff would remain or that the department would be open 
for normal operations. The second closure and distributing team throughout the hospital proved 
to be a third option that was not originally considered. Due to the second closure, the entire 
project could not be completed as designed or desired. Overall, while data were collected 
throughout the project, the results were not necessarily indications that the project was 
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unsuccessful. It is recommended that the project continues for another six months to see if the 
proposed interventions have a positive effect on the ASU PACU staff.  
Conclusion 
The COVID-19 pandemic has taken a toll on healthcare and healthcare providers in 
addition to the world. This ASU team felt the COVID-19 pandemic impact in multiple ways, 
and it has been a roller coaster of emotions. Concerns and anxiety continue to run high as the flu 
season approaches; therefore, reinforcement of psychological safety and transparency will 
positively influence team dynamics. The work put forward in this project has been meaningful 
for the team and management and will aid in the team returning to the strong team unit that 
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None Study Design: Quantitative, 
descriptive, nonexperimental 
Study Methods:  
The study was conducted 
between June 2014 to August 
2014. Emails inviting participants 
to complete an online survey 
study. All participants were 
Registered Nurses or Advanced 
Practice Registered Nurses, and 
members of either Canadian 
Association of Nurses in 
Oncology (CANO) or Oncology 
Nursing Society (ONS). They had 
to be currently employed and in 
a role of direct patient care. 486 
responses were received from 
RN’s in the U.S., and 63 
responses were received from 
Canadian RN’s. (Wu et al., 2016).   
Purpose:  
To determine the reasons for 
fatigue, burnout, and 
compassion in oncology nurses.  
Sample: 
N= 486 American 
Oncology nurses 
N= 68 Canadian 
Oncology Nurses 
N= 539 total number 
participated in the end.  
Setting: 
Conducted online, 
must be a member of 



















Quality of Life 
scale, version 5. 
An email was 





were used for 





















participants in the 
US and Canada. 
Nurses 40 or 
younger were more 
likely to experience 
moderate to high 
levels of secondary 
traumatic stress 
and have not 
experienced 
burnout and are at 
risk for compassion 
fatigue. More 
experienced nurses 
(26 years or more 
on the job) have 
the lowest risk for 
compassion fatigue. 





Strengths: There is 
a correlation 
between additional 
time spent with 










nurses to come to 
a conclusion and 
cannot generalize 
perceptions of 
nurses with this 
small of a 
response. Lack of 
male nurse 
response rate. 




nurses.     
Critical Appraisal 
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A survey was sent 
out to all charge 
nurses and staff 
nurses who provide 
direct patient care 
from March 17, 2016 
to August 1, 2016.  
Purpose: To 


























one is present at 




Job stress related 
presenteeism: 
presence at work 
when stressors from 





illness, acute or 
chronic, effects your 
ability to perform on 
the job. 
DV2: Burnout 
DV3: Team Vitality 






data: age, sex, 
education, marital 
status, shift length 
and ethnicity.    
Multiple scales used 
on the following: 




perception of patient 
safety. 
Burnout: Burnout 
subscale of the 











Mediator variables:  
Presenteeism: 
Sickness presenteeism 
was measured using 
the Stanford 
Presenteeism Scale. 
Job stress related 
presenteeism was 
measured using the 
job stress related 

































The study found 
that presenteeism 





burnout. There is 
an increase in 
adverse events 
related to burnout 







safety and job 
stress 
presenteeism. 
Promoting a culture 




factors that affect 
presenteeism will 
positively impact 
patient safety.  
Strengths: 
The study looked 
at both job stress 
and sickness 
presenteeism. 








wellbeing but did 
not include health 









the results in 
another way.  
 
Critical Appraisal 










































Nurses and healthcare 
assistants from a general 
hospital. They met with 
management first, and 
then supervisors. 1200 
questionnaires were sent 
to the hospital and 
supervisors to disperse.  
 
Purpose: 
To look at emotional 
dissonance and burnout 
and the effects on team 













































& Borteyrou.  
Revaluation: 
measured using a 
reevaluation 
scale of the 
emotional and 




was measured by 
the French 
version of Carter 
& West’s team 























reflexivity can lead 
to emotional 
exhaustion and 
cynicism (p<.01). If 
there is high 
emotional 







situation are less 
likely to be affected 
by burnout 
compared to those 
who do not self-







played a role in 


































































Evidenced based practice 




The entire disciplinary 
team, including anyone 
that provided care for a 
patient, would be invited 
to a clinical debriefing any 
time there was an 
opportunity for 
improvement that 
involved the care of a 
patient. Creation of an 
interprofessional peer 




To provide a safe and 
caring environment to 
explore reasons for 
negative patient 
outcomes.      
Sample: 
N= 27 pretest 
respondents 
 
N= 22 6-month 
respondents 
 




12 bed intensive 
care unit at an 
academic medical 
center in Southern 
California in 2014 
for 18 months   
DV: Attendance 
 


















IV 2: Burnout 
 





were used to 
provide 
feedback during 
the creation of 






















“I feel free to speak 
up regarding issues 
that may affect 
patient care” went 
from 37% to 73% 




and nurses” went 
from 33% to 73% 
(P<.05).  
 
There was an 
increase in 
compassion 
satisfaction and a 
decrease in 
burnout 6 months 
following initial 
case study review 
(P<.02) and 
continued to 





CLABSI rates went 
from 4.4 to 1.5 
from Q1 2015 to Q2 
2015. 
 
CAUTI rates went 
from Q2 2014 3.6, 





CAUTI and CLABSI 




patient safety. A 
collaborative 
approach was 
taken to reduce 
finger pointing 




Small sample size, 















































A survey was conducted 
in Japan of both scrub and 
circulating nurses who 




To evaluate the operating 
room nurse’s sense of 
teamwork performance 
and level of mental stress 
on each operation. To 
identify surgical factors 
related to the sense of 
teamwork performance 
and mental stress in 
operating room nurses.   
Sample: 
N= 375 total 
respondents 
 
N= 183 Scrub nurse 
respondents 
 
N= 59 scrub nurses 
excluded 
 




N= 192 circulating 
nurses 
 
N= 59 scrub nurses 
excluded 
 




N= 124 cases total 
 
Setting: 
A single institution 
in Fukuoka, Japan 
from October 1, 






DV 2: Mental 






was given to 
each scrub and 
circulating 
nurse after the 
case.  
 













. JMP pro 11 
for windows 
was used to 
analyze data.   
Scrub nurses (91%) 
when compared to 
circulating nurses 
(74%), felt there 
was greater 
teamwork. This 
may be due to the 
fact that scrub 
nurses are 
interacting with the 
surgeon, 
anesthesiologist, 
and the circulating 
nurse, whereas the 
circulating nurse 
tends to be the 
runner (P<.01).  
Circulating nurses 
felt more mentally 




nurses felt stressed 
38% of the time 
(p .229). The factors 
associated with 
both sense of stress 
varied, depending 
on the role, but 
teamwork does 
affect stress levels.  
  
Strengths: 
It was identified 















sample. Data was 
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■ Team has longstanding job satisfaction 
scores for last three years. 
■ Eager to learn new skills 
■ Willingness to cross-train in ICU functions
Weaknesses
■ Duration of COVID
■ Lack of available PPE
■ Requiires staff buy in
Opportunities
■ Reduce patient harm
■ Improving communication 
■ Reduce sick calls realted to COVID
■ Increasing team vitality
Threats
■ Decreased trust during COVID crisis      
related to PPE.
■ Union




Appendix D: Cost-Benefit Analysis 
Values Estimated Cost 
Total Costs  3000.00 
Total benefits or savings  100,000 
Net benefit= total benefits- total cost 97,000 
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Appendix F: Healthcare Team Vitality Instrument 
Transforming Care at the Bedside (TCAB) 
Healthcare Team Vitality Instrument (HTVI) 
(Enter Hospital Name here) 
         
The following questions ask you about your current work environment.  Circle the 
number that most closely indicates the extent to which the item is present in your 
current job: 
         
Please specify by checking the Respondent Type that most closely matches your 
position 
  Registered Nurse    
Dietary 
personnel   
  Physician    
Respiratory 
Therapist  
  LPN    
Physical 
Therapist   
  Nursing Assistant    Other      
  Unit Clerk         
 Circle the correct numeric response to each question 
# Question 
Survey Scale:  1=Strongly 
Disagree   2=Disagree   
3=Neutral   4=Agree   
5=Strongly Agree 
1 
I have easy access to the supplies and equipment I 
need to do my work on this unit.   
1 2 3 4 5 
  
2 
The support services to this unit respond in a timely 
way.   
1 2 3 4 5 
  
3 
I can discuss challenging issues with care team 
members on this unit.   
1 2 3 4 5 
  
4 My ideas really seem to count on this unit. 
  
1 2 3 4 5 
  
5 I speak up if I have a patient safety concern. 
  
1 2 3 4 5 
  
6 
Care team members on this unit feel free to question 
the decisions or actions of those with more authority.   
1 2 3 4 5 
  
7 
Important patient care information is exchanged 
during shift changes.   
1 2 3 4 5 
  
8 
If I have an idea about how to make things better on 
this unit, the manager and other staff are willing to try 
it.   
1 2 3 4 5 
  
9 
Care professionals communicate complete patient 
information during hand-offs.   
1 2 3 4 5 
  
10 
Essential patient care equipment is in good working 
condition on this unit.    








     
 
 PLEASE COMPLETE SURVEY BY:   (enter due date) 
 
RETURN TO:   
(enter 
location/person) 
 THANK YOU! 
 © Betsy Lee and Valda Upenieks, August 2007        
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Appendix G: IRB Exemption for Non-Research Statement of Determination Form 
CNL Project: Statement of Non-Research Determination Form 
Student Name: Melissa Eagleton                                                                                                              
Title of Project:  
Maintaining Team Vitality in the ASU PACU during the COVID-19 crisis 
Brief Description of Project:  
A) Aim Statement:  
By September 2020, measures four and eight of the HTVI tool will indicate at least 
5% improvement when compared to the baseline.    
B) Description of Intervention: 
Baseline data was obtained by administering the Healthcare Team Vitality Instrument 
tool (HTVI tool). It was determined that measure two (regarding support services 
response) and measure four (ideas counting) were the lowest scoring. A team huddle/ 
brainstorming session will happen to determine if the team feels this is an accurate 
representation of how they think and review the baseline data results. Following the 
brainstorming, specific changes/ interventions will be initiated. Every two weeks, the 
team will have a few minute temperature check huddle to ensure progress is being 
made.  Wellness direct report rounding that will occur monthly and focus on 
wellbeing. Follow up HTVI tool assessments will be done monthly, and then at the 
end of the project to determine effectiveness.  
C) How will this intervention change practice? 
The ASU PACU has had to overcome the stress associated with the COVID crisis, but 
this will not be the only crisis that could potentially occur in the future. Determining 
effective ways to handle the additional stress will aid the team to overcome future 
crisis.  
D) Outcome measurements: 
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By September 2020, measures four and eight of the HTVI tool will indicate at least 
5% improvement when compared to the baseline.     
 
To qualify as an Evidence-based Change in Practice Project, rather than a Research Project, the 
criteria outlined in federal guidelines will be used:  
(http://answers.hhs.gov/ohrp/categories/1569)  
x☐   This project meets the guidelines for an Evidence-based Change in Practice Project 
as outlined in the Project Checklist (attached). Student may proceed with implementation. 
☐This project involves research with human subjects and must be submitted for IRB 
approval before project activity can commence. 
Comments:   
EVIDENCE-BASED CHANGE OF PRACTICE PROJECT CHECKLIST * 
Instructions: Answer YES or NO to each of the following statements: 
Project Title: Maintaining Team Vitality in the ASU PACU during the 
COVID crisis  
YES NO 
The aim of the project is to improve the process or delivery of care with 
established/ accepted standards, or to implement evidence-based change. There is 
no intention of using the data for research purposes. 
x  
The specific aim is to improve performance on a specific service or program and 
is a part of usual care.  ALL participants will receive standard of care. 
x  
The project is NOT designed to follow a research design, e.g., hypothesis testing 
or group comparison, randomization, control groups, prospective comparison 
groups, cross-sectional, case control). The project does NOT follow a protocol 
that overrides clinical decision-making. 
x  
The project involves implementation of established and tested quality standards 
and/or systematic monitoring, assessment or evaluation of the organization to 
ensure that existing quality standards are being met. The project does NOT 
develop paradigms or untested methods or new untested standards. 
x  
The project involves implementation of care practices and interventions that are 
consensus-based or evidence-based. The project does NOT seek to test an 
intervention that is beyond current science and experience. 
x  
The project is conducted by staff where the project will take place and involves 
staff who are working at an agency that has an agreement with USF SONHP. 
x  
The project has NO funding from federal agencies or research-focused 
organizations and is not receiving funding for implementation research. 
x  
The agency or clinical practice unit agrees that this is a project that will be 
implemented to improve the process or delivery of care, i.e., not a personal 
research project that is dependent upon the voluntary participation of colleagues, 
students and/ or patients. 
x  
If there is an intent to, or possibility of publishing your work, you and supervising 
faculty and the agency oversight committee are comfortable with the following 




based change of practice project at Kaiser South Sacramento and as such was not 
formally supervised by the Institutional Review Board.”  
 
ANSWER KEY: If the answer to ALL of these items is yes, the project can be 
considered an Evidence-based activity that does NOT meet the definition of research.  IRB 
review is not required.  Keep a copy of this checklist in your files.  If the answer to ANY of 
these questions is NO, you must submit for IRB approval. 
 
*Adapted with permission of Elizabeth L. Hohmann, MD, Director and Chair, Partners 





Appendix H: Data Display Methods  







Healthcare Team Vitality Instrument (HTVI) 
 
Survey Scale:  1=Strongly Disagree   2=Disagree   3=Neutral   4=Agree   5=Strongly Agree 
Course Evaluation Survey 
# 
1's #2's #3's #4's #5's n MEAN MODE SEM 
1.  I have easy access to the supplies and 
equipment I need to do my work on this unit. 
    3 10 17 30 4.47 5 0.1 
2.  The support services to this unit respond in a 
timely way. 
  1 2 16 11 30 4.23 4 0.1 
3.  I can discuss challenging issues with care 
team members on this unit. 
  1 3 12 14 30 4.30 5 0.1 
4.  My ideas really seem to count on this unit.   1 7 9 13 30 4.13 5 0.2 
5.  I speak up if I have a patient safety concern.     1 11 18 30 4.57 5 0.1 
6.  Care team members on this unit feel free to 
question the decisions or actions of those with 
more authority. 
1   3 12 14 30 4.27 5 0.2 
7.  Important patient care information is 
exchanged during shift changes. 
    6 11 13 30 4.23 5 0.1 
8.  If I have an idea about how to make things 
better on this unit, the manager and other staff 
are willing to try it. 
    5 15 10 30 4.17 4 0.1 
9.  Care professionals communicate complete 
patient information during hand-offs. 
    6 12 12 30 4.20 5 0.1 
10.  Essential patient care equipment is in good 
working condition on this unit.  






Survey Scale:  1=Strongly Disagree   2=Disagree   3=Neutral   4=Agree   5=Strongly Agree 


















1.  I have easy access to the supplies 
and equipment I need to do my work on 
this unit. 
    2 11 15 
2
8 
4.46 5 0.1 
2.  The support services to this unit 
respond in a timely way. 
  1 2 16 9 
2
8 
4.18 4 0.1 
3.  I can discuss challenging issues with 
care team members on this unit. 
  1 4 11 12 
2
8 
4.21 5 0.2 
4.  My ideas really seem to count on this 
unit. 
  1 8 9 10 
2
8 
4.00 5 0.2 
5.  I speak up if I have a patient safety 
concern. 
    1 12 15 
2
8 
4.50 5 0.1 
6.  Care team members on this unit feel 
free to question the decisions or actions 
of those with more authority. 
1   3 14 10 
2
8 
4.14 4 0.2 
7.  Important patient care information is 
exchanged during shift changes. 
    5 12 11 
2
8 
4.21 4 0.1 
8.  If I have an idea about how to make 
things better on this unit, the manager 
and other staff are willing to try it. 
    4 18 6 
2
8 
4.07 4 0.1 
9.  Care professionals communicate 
complete patient information during hand-
offs. 
    6 13 9 
2
8 
4.11 4 0.1 
10.  Essential patient care equipment is 
in good working condition on this unit.  
    2 18 8 
2
8 














Healthcare Team Vitality Instrument (HTVI) 
 
Survey Scale:  1=Strongly Disagree   2=Disagree   3=Neutral   4=Agree   5=Strongly Agree 


















1.  I have easy access to the supplies and 
equipment I need to do my work on this unit. 
    1 9 15 
2
5 
4.56 5 0.1 
2.  The support services to this unit respond 
in a timely way. 
    1 12 12 
2
5 
4.44 4 0.1 
3.  I can discuss challenging issues with care 
team members on this unit. 
    2 6 17 
2
5 
4.60 5 0.1 
4.  My ideas really seem to count on this unit. 1   3 12 9 
2
5 
4.12 4 0.2 
5.  I speak up if I have a patient safety 
concern. 
    2 5 18 
2
5 
4.64 5 0.1 
6.  Care team members on this unit feel free 
to question the decisions or actions of those 
with more authority. 
    4 10 11 
2
5 
4.28 5 0.1 
7.  Important patient care information is 
exchanged during shift changes. 
    4 13 8 
2
5 
4.16 4 0.1 
8.  If I have an idea about how to make 
things better on this unit, the manager and 
other staff are willing to try it. 
  1 3 10 11 
2
5 
4.24 5 0.2 
9.  Care professionals communicate 
complete patient information during hand-
offs. 
    4 13 8 
2
5 
4.16 4 0.1 
10.  Essential patient care equipment is in 
good working condition on this unit.  
    1 14 10 
2
5 











Healthcare Team Vitality Instrument (HTVI) 
 
Survey Scale:  1=Strongly Disagree   2=Disagree   3=Neutral   4=Agree   5=Strongly Agree 


















1.  I have easy access to the supplies and 
equipment I need to do my work on this unit. 
      8 12 
2
0 
4.60 5 0.1 
2.  The support services to this unit respond 
in a timely way. 
  2 3 9 6 
2
0 
3.95 4 0.2 
3.  I can discuss challenging issues with 
care team members on this unit. 
    6 6 8 
2
0 
4.10 5 0.2 
4.  My ideas really seem to count on this 
unit. 
1   9 6 4 
2
0 
3.60 3 0.2 
5.  I speak up if I have a patient safety 
concern. 
    2 5 13 
2
0 
4.55 5 0.2 
6.  Care team members on this unit feel free 
to question the decisions or actions of those 
with more authority. 
  2 4 6 8 
2
0 
4.00 5 0.2 
7.  Important patient care information is 
exchanged during shift changes. 
    3 11 6 
2
0 
4.15 4 0.2 
8.  If I have an idea about how to make 
things better on this unit, the manager and 
other staff are willing to try it. 
  1 6 5 8 
2
0 
4.00 5 0.2 
9.  Care professionals communicate 
complete patient information during hand-
offs. 
  1 2 12 5 
2
0 
4.05 4 0.2 
10.  Essential patient care equipment is in 
good working condition on this unit.  
      11 9 
2
0 











Healthcare Team Vitality Instrument (HTVI) 
 
Survey Scale:  1=Strongly Disagree   2=Disagree   3=Neutral   4=Agree   5=Strongly Agree 


















1.  I have easy access to the supplies and 
equipment I need to do my work on this unit. 
    7 12 7 
2
6 
4.00 4 0.1 
2.  The support services to this unit respond 
in a timely way. 
    6 14 6 
2
6 
4.00 4 0.1 
3.  I can discuss challenging issues with care 
team members on this unit. 
1   8 9 8 
2
6 
3.88 4 0.2 
4.  My ideas really seem to count on this 
unit. 
  1 6 10 9 
2
6 
4.04 4 0.2 
5.  I speak up if I have a patient safety 
concern. 
  2 1 12 11 
2
6 
4.23 4 0.2 
6.  Care team members on this unit feel free 
to question the decisions or actions of those 
with more authority. 
    5 14 7 
2
6 
4.08 4 0.1 
7.  Important patient care information is 
exchanged during shift changes. 
    6 13 7 
2
6 
4.04 4 0.1 
8.  If I have an idea about how to make 
things better on this unit, the manager and 
other staff are willing to try it. 
1 3 9 7 6 
2
6 
3.54 3 0.2 
9.  Care professionals communicate 
complete patient information during hand-
offs. 
    4 12 10 
2
6 
4.23 4 0.1 
10.  Essential patient care equipment is in 
good working condition on this unit.  
    2 15 9 
2
6 








































Q8: If I have an idea on how to make things better on this unit, 
themanager and other staff are willing to try it.
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Appendix J: Project Charter 
Global Aim:  
To improve team resilience and reinforce a culture of safety and vitality in the ASU PACU in 
anticipation during a time of future crisis. This process begins with obtaining baseline data 
during the COVID crisis, related to team perceptions and needs assessment.  
Specific Aim:  
By October 2020, measures four and eight of the HTVI tool will indicate at least 5% 
improvement when compared to the baseline.    
Background:  
According to Perlo et al. (2017), there is an increase in patient safety and efficiency 
when staff are satisfied with their jobs. Increasing staff morale and team vitality is also critical 
in reducing staff turnover. The impact of turnover varies depending on salary, training, and 
education but can cost upwards of $60,000 when accounting for recruiting and salary (Perlo et 
al., 2017).  
The entire perioperative team was trained in TeamSTEPPS November 2019. The team 
included every member of the team: surgeons, anesthesia, Certified Registered Nurse 
Anesthetists (CRNA), Registered Nurses (RN), unit assistants (UA), nursing assistant (NA), and 
environmental services (EVS). The goal of TeamSTEPPS was to increase patient safety and 
communication in peri-operative services. The COVID crisis began in February but started to 
impact the ASU PACU March 13th, 2020. Elective cases were cancelled starting March 15th, 




Once the ASU PACU closed, the ASU PACU staff was educated on how to provide ICU 
care to COVID patients. The education consisted on both online modules and in person skills 
following a needs assessment by each staff member. Following completion of the education, the 
ASU PACU staff was oriented to the main PACU which services the main operating rooms. 
This has created a fracture in the morale in the department.     
As of May 6th, the ASU is open for elective surgeries again. The unit will still be a part 
of the surge planning in the event that a surge occurs.  
Goals:  
1. Improve resilience of ASU PACU team during a crisis 
2. Assess team needs during temporary staff displacement necessitated by the COVID 
crisis.  
3. Maintain a culture of caring and safety in the ASU PACU.  
4. Reduce staff turnover in the ASU PACU. 
5. Optimize team engagement as measured in the organizational people pulse instrument. 
Sponsor(s): 
Chief Nurse Executive (CNE) Christine Lima 
Team Members:  
Perioperative Director Michel Carter 
Department Manager David King 
Assistant Nurse Manager  Melissa Eagleton 
Staff Champion Jessicca Dyson 
Staff Champion Tammy Martinez 
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Measure Data Source Target 
Outcome 
1. Measure 4 HTVI  5% improvement from 
baseline 
By September 2020, 
measures four and eight of 
the HTVI tool will indicate 
at least 5% improvement 
when compared to the 
baseline. 
Lack of perceived 
accountability
Lack of choice and 
autonomy
Present data to team and 
brainstorm priorities.
Lack of feeling like 
opinion or ideas matter 
Lack of feeling empowered 
to make changes or offer 
up ideas. 
Biweekly group huddle 
temperature checks 
Lack of physical and 
psychological safety
Inconsistent messaging and 
perceived lack of 
organizational support 
related to COVID PPE and 
workflows.
Introduce and maintain 




Aim  Primary Driver  
Secondary 
Driver 
 Change Concept 
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2. Measure 8 HTVI 5% improvement from 
baseline 
Process 
1. Direct report wellness 
rounding- Monthly 
Internal KP rounding 
tool, log in leadership 
journal. 
100% for all 
employees 
2. Response rate of HTVI 
tool 









1. Number of COVID 
related sick calls will 
not be reduced. 
Sick call log 1 per month 
2. Staff Turnover Management records  
 
Measurement Strategy:  
Between June and September there will be bimonthly and monthly monitoring of the 
effectiveness of interventions. The HTVI assessment was conducted at the end of May to obtain 
baseline data. A brainstorming huddle will lead to the potential tests of change. A CNL 
leadership improvement journal will be maintained during the duration of the project. The final 
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comparative HTVI assessment will be conducted at the end of September. A team vitality 
temperature check will be conducted every two weeks to assess interventions. Direct report 
wellness rounding will be conducted monthly one on one with each staff member. People pulse 
results will be monitored quarterly to assess for changes. At the cessation of the project, lessons 
learned will be reviewed and adopted for sustainability.  
Population Criteria: 
Team members of ASU PACU at Kaiser South Sacramento 
Data Collection Method:  
Data will be collected by HTVI tool, leadership log, wellness log, staff turnover, and attendance 
records.  
Quantitative: HTVI, staff turnover, attendance 
Qualitative: Leadership log, wellness log, anecdotes from wellness huddles.  
Data Definitions:  
Healthcare Team Vitality Instrument (HTVI): A validated tool that assess team vitality, team 
collaboration, patient safety, and functioning. 
Direct report wellness rounding: Meaningful rounding, one on one, member of management and 
employee that promotes therapeutic and trusting relationships.   
Group temperature checks: Huddles that are done as a group to check in and determine the 
effectiveness of small tests of change.  
Measure Descriptions:  
Outcome:  
Team vitality instrument measures overall effectiveness of staff engagement and satisfaction in 




New interventions and tests of change based on staff input and literature review to achieve 
primary outcomes.  
Balancing: 
Monitor sick leave and attendance trends in the microsystem related absenteeism, especially 
related to the COVID-19 crisis.  
Monitor staff turnover during and after the COVID-19 crisis. 
Changes to Test:  
• Driver diagram and whatever emerges from brainstorming as a group. 
• Monthly individual one on one wellness direct report rounding.    




• The Quality by Design book was more detailed than what the final global aim and 
specific aim required. It was important to understand that there are differences, but each 
resource is valuable.  
• Inconsistent and constantly changing information in the midst of the COVID crisis 
created a sense of mistrust related to PPE and changes in workflow. 
• Displacement of staff during COVID crisis created a lot of anxiety and fears, remaining 
open and transparent was critical. 
• Understanding and recognizing that everyone responds differently to stress and fear and 
allowing that to be ok. 
• Remaining open and admitting fears as a person, as a leader, and as a novice CNL was 
ok and needed. 
• Admitting when you do not have the answer is ok. While it feels like it would create 
mistrust, it also opens up dialogue to attempt to figure out a solution together, as a team. 
• Risk anticipator related to PPE during COVID.  
• Understanding that tremendous growth comes from being scared and prevailing during 
the unknown.  
 
CNL Competencies: 
• Outcomes measurement 
• Team leadership and collaboration with team 
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• Interpersonal communication  
• Quality improvement 
• Evidenced based practice change 
• Information manager 
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